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2
Introduction
In the Black community, there is an unspoken understanding about going to the doctor
with a runny nose, and leaving in a body bag. A recent article published by The Oprah Magazine
demonstrates that racism is rampant in the United States healthcare system, and it is taking the
lives of Black women at an alarmingly disproportionate rate (Stallings, 2018). When seeking
medical treatment, many Black women are at the mercy of doctors who hold an implicit bias
against Black women. Simply put, implicit bias describes when people behave and treat others
based on negative preconceptions they have about other people, even though they may not be
trying to do so intentionally. Because of this implicit bias, Black women have every reason to be
scared of medical professionals; their distrust is justifiable. A growing body of research and
testimony gives evidence of Black women’s mistreatment due to their race, and the disparity in
quality of care between Black and non-Black women widens, especially for pregnant Black
women.
In this research report, I investigate the current injustices against Black women in the
healthcare system and address the health disparities that are unique to Black women. I have also
incorporated personal anecdotes from family members and friends with firsthand experience of
poor treatment by medical professionals. I include these anecdotes because they speak to the
realities of medical racism, and its effects, including on people that I am very close to. Some of
these women like my mother, Keisha Carter, and my grandmother, Vicki Carter, had no desire to
remain anonymous. Others, who I refer to as Toni, Ann, and Jackie, wanted to remain
anonymous to protect their privacy. In addition, I discuss some comments from medical
professionals who have personally seen their co-workers acting discriminatorily towards Black
female patients. I also propose steps that need to be taken to lessen the healthcare disparities that
Black women face when seeking medical attention.
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A Critical Review of the Literature
Racism is deeply rooted in the healthcare system of the United States of America. This
racism leads to Black women being denied proper medical attention and care, all too frequently
ending in death. Often, their pain is not taken seriously by many medical professionals because
the people treating them hold an implicit bias against Black women for many reasons. Some
doctors choose not to listen to the concerns of Black women because they believe that Black
people tend to overemphasize their pain to get more medication (Swetlitz, 2016). Others don’t
treat Black women equally because they don’t believe that they will have the funds to pay for
any type of medical treatment. Some doctors are under the impression that Black women have an
extremely high threshold for pain, and therefore don’t take them or their health issues seriously
because the doctors believe that the issue isn’t as serious as it is being presented to them
(Villarose, 2019). No matter the reason, the discrimination that some medical professionals
exhibit toward Black women affects their livelihood and can cost their lives. In a country in
which many forms of structural racism exist, there is also very little protection for Black women
who experience a lack of care at the hands of medical professionals who’ve taken an oath to save
their lives (Belgrave, 2016).

Evidence of Improper Medical Care of Black Women
An abundance of scholarship provides explicit evidence of medical professionals refusing
to give proper medical attention to Black women who complain of pain. Compared to other
racial groups, specifically white people, Black people receive a lower standard of care, and are
more likely to die of avoidable causes. The National Academy of Medicine published in a report
that in 2005, Black people tended to be much sicker and live shorter life spans than white people,
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and not much has changed since then (American Bar Association, 2017). Black people,
especially Black women, are not dying because they don’t have access to healthcare like we once
believed.
This was the case with a relative of mine who I spoke to for this project. We’ll call her
Toni, and even though she has regular access to doctors and hospitals, her health concerns have
often been ignored. “Me, myself? I don’t think they ever cared about me,” Toni told me. “The
only time that I felt like they cared was when I got private insurance.” Toni also shared this
experience with me:
Toni sat anxiously in the waiting room, fidgeting in her chair, trying to avoid the itch that was
growing between her legs. She had been experiencing this tingling for weeks now, and it grew
more and more inconvenient with each passing day. Despite her initial embarrassment, she finally
went to the doctor.
A few minutes later, the doctor, an older, petite white woman with a permanent furrow between
her eyebrows, called her back to the consultation room, then said nothing to her for what felt like
an eternity. While Toni waited anxiously on the exam table, the doctor silently studied the papers
left behind by the nurse. Finally, she gave Toni her attention.
“So,” the doctor sighed. “What seems to be the problem?”
“I’ve been experiencing some irritation down there,” the woman said.
“Okay, have you had unprotected sex recently?”
“No, I haven’t,” she said, and she was telling the truth.
The doctor told Toni to undress so she could take a look. The doctor saw a canvas painted with
bumps and blisters between the woman’s legs and made no effort to hide her revulsion.
“Yuck. You have herpes.” The doctor said, stepping away from the patient and facing the
computer.
“What? How is that possible?”
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“Clearly, you have been having unprotected sex. This is definitely herpes. You probably have a
yeast infection, too.”
Toni was confused and felt defeated. She hadn’t had unprotected sex, and the doctor hadn’t even
run any tests yet.
“Why did you wait so long to come to get checked out?” the doctor asked.
“Well, I started using a different body wash, so I thought I should wait to see how my body reacted
first. But I didn’t have unprotected sex, so I don’t understand how I have herpes.”
The doctor said nothing and ran some lab tests to see if Toni did have herpes. She prescribed
medication for herpes and antifungal medication, and bid Toni goodbye.
A few weeks later, Toni went back to the doctor’s office for a check-up. Her irritation had cleared
up significantly after taking her medication, and she was ready to share this news with her doctor,
but she was met by someone else.
This new doctor, a middle aged white man, told Toni that she just had a yeast infection and assured
her that everything looked normal.
“What about herpes?” Toni said.
“Herpes?” the doctor said.
“Yes, the last doctor told me that I had herpes. Did that go away too?”
The doctor paused and glanced at the woman’s charts again.
“Well, the lab cultures for herpes came back negative. I don’t understand why she would have
implied that you did without running any labs first,” the doctor said.
Toni breathed a sigh of relief. She knew that it was nearly impossible for her to have herpes, but
she couldn’t understand why the doctor insisted that she did so much.
“She probably just made a mistake. That’s weird. Anyways, you are good to go,” the doctor said.
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An article published by the American Bar Association titled “The State of Healthcare in
the United States” notes several specific disparities that Black people have to live with, and what
roles healthcare providers play in maintaining these healthcare inequities. Firstly, some
healthcare providers prescribe different doses of medications, especially pain medications, to
different racial groups. A white provider is more likely to give modest doses of medications to
white patients, including narcotic medication. On the other hand, a white provider is less likely to
prescribe pain medication to Black patients, giving them very little, if any, medication at all,
especially not narcotic medication. In addition, this article states that minorities are less likely to
be given applicable cardiac care, cancer treatment, transplant, and fertility care. According to the
article, “Black patients were less likely to receive coronary bypass operations and angiography.
After surgery, they are discharged earlier from the hospital than white patients - at a stage when
discharge is inappropriate” (Bridges, 2017). The article points out that the same goes for other
illnesses: “Black women are less likely than white women to receive radiation therapy in
conjunction with a mastectomy. In fact, they are less likely to receive mastectomies. Perhaps
more disturbing is that Black patients are more likely to receive less desirable treatments”
(Bridges, 2017). Whether these disparities are the result of overt or implicit racial bias, the
consequences are the same: Black people are receiving a poorer standard of healthcare than
white people, and they are suffering, and in some cases dying because of it.
The Horrors in the Treatment of Pregnant Black Women
“One of the reasons that I didn’t want more kids was because I was scared I would die giving
birth.” - Keisha Carter, my mother
The horrors of pregnancy, specifically for Black women, are not highlighted by medical
societies and new mother support groups nearly as much as they should be. Everyone loves
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discussing the beauty of bringing a new life into the world. From creating and growing a small
human, to giving birth and welcoming the baby into the world, having a child can bring to
anyone many overwhelming emotions. However, people typically don’t discuss the fear that is
associated with pregnancy. These fears include, but are not limited to, fears of something
happening to the baby or the mother. For Black women, these fears are often a part of their
reality when they are expecting, because they are all too aware of the substandard quality of care
that they receive.
I spoke with my mother about her experiences of being pregnant and seeking healthcare,
and she shared with me a bone-chilling story that changed the way I viewed childbirth and the
care, or lack thereof, that hospital staff give to Black women:
In the beginning, she didn’t notice the queer feeling that she had in her groin. She was lying in
the hospital bed, still coming down from the high of childbirth. She couldn’t focus on the specific
areas of her body that were in pain; she just felt as if her entire body had been set ablaze. The
doctors rushed to her aid, and she handed them her beautiful newborn to be cared for. She
watched the events unfold in a dizzy haze - the nurses entering and exiting the room, taking her
pulse, checking her temperature, saying things to her that she didn’t quite hear, as she was still
working through the shock of giving birth to me.
Hours passed by, and the dizzy haze she felt, in the beginning, did not subside. Her body rocked
with chills, despite how hot her skin felt when she dragged her fingers across her arm. Her
abdomen throbbed with discomfort, her eyes welled with tears, she felt as if she were about to
vomit even though her stomach was empty. When she tried to walk across the room, everything
began to spin right before her eyes, and her last thought was about her baby’s safety before she
fainted and fell to the floor.
The doctors couldn’t pinpoint the cause of my mother’s symptoms but didn’t hesitate to send her
home the same day of my birth: February 24, 2000.
Over the next two days, my mother was still not feeling well, and she noticed something else
strange about her body. When she used the restroom, which was often, her urine released a strong
odor that anyone could smell as soon as they entered the house. It followed her around the house.
It didn’t matter how many times she bathed, how much perfume she sprayed to mask the odor,
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there was no disguising the repulsive smell that afflicted her, just days after giving birth. She knew
that something was wrong.
On February 27, 2000, my mother went to the Family Health Center. She tried her best to sit away
from other patients, knowing that her body was emitting that odor that could result in them
becoming sicker. She felt embarrassed to be in this situation. She didn’t know what was causing
this smell, or why it wouldn’t go away. She was also terrified to go back into the consultation
room, dreading what the doctor would find wrong with her.
She was finally called back to meet with her doctor. The doctor, an older white female, said nothing
at first. She pursed her lips for a while, reading the notes that the nurse left for her in the chart.
Finally, she spoke. After talking briefly, the doctor instructed her to take her pants off so that she
could get a better look. My mother followed these instructions and felt her spirit collapse when
her doctor’s face contorted with disgust at the smell that was coming from her body. The doctor
released a moan of anguish and adjusted her face mask in an attempt to avoid the stench.
“I know what it is,” the doctor said matter-of-factly. “You put tampons up in you.”
My mother knew this wasn’t true, as she had just given birth to me and hadn’t needed to use a
tampon for months. She explained this to the doctor, but her feedback was dismissed repeatedly.
She then decided to sit in silence for the rest of her visit, and let her doctor do her job, even if she
was doing it poorly.
Moments later, the doctor began to pull the “tampon” from my mother’s body -- a yard of medical
gauze, which the doctor said was the size of a cantaloupe. The medical professionals at the hospital
that treated my mother during her pregnancy left this gauze inside of her after she gave birth, and
failed to take it out before they released her. The doctor who stood before her now closed her eyes
in shock and knew that her first assessment was completely off.
Later, my mother would learn that after she gave birth, she was experiencing symptoms of Toxic
Shock Syndrome, a life-threatening condition caused by specific types of bacterial infections. The
hospital staff still sent her home, even though she was showing all of the signs that she needed to
stay. It was at this moment that she decided she no longer wanted to have more children.

According to the American Heart Association News, Black women are three to four times
more likely to die from pregnancy-related complications than white women. The article, “Why
Black women are less likely to survive pregnancy, and what’s being done about it” states that
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many pregnancy-related deaths could have been prevented if doctors made an effort to listen to
Black women (Fernandez, 2021). This was certainly the case of my own mother, who easily
could’ve died as a result of the hospital staff’s neglect, and whose explanation of her
circumstances was waved off by the doctor at her follow-up appointment. Medical professionals
often dismiss Black women when they are expressing pain for several reasons, but this dismissal
is resulting in Black mothers losing their lives or having serious complications during their
pregnancy and recovery. When a doctor dismisses a patient’s pain or symptoms, it can prolong
or worsen the symptoms and make the process of getting a precise diagnosis much more difficult
than it should be. Too many doctors write off the pain of Black women as something minor when
there is a serious underlying health issue affecting these women. There are too many instances in
which the only thing saving a Black woman’s life is her instinct to beg doctors to intervene. As
stated in a report titled “Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care” racial bias negatively impacts the level of healthcare that black women receive:
Despite steady improvement in the overall health of the U.S. population, racial and ethnic
minorities, with few exceptions, experience higher rates of morbidity and mortality than
non-minorities. African Americans, for example, experience the highest rates of mortality
from heart disease, cancer, cerebrovascular disease, and HIV/AIDS than any other racial
or ethnic group....The reasons for these health status disparities are complex and poorly
understood, but may largely reflect socioeconomic differences, differences in healthrelated factors, environmental degradation, and direct and indirect consequences of
discrimination. (Smedley, 2003)
This quotation demonstrates that the cards are stacked against Black women, often before they
even step into a waiting room. This sentiment rings especially true for pregnant Black women,
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who are less likely to survive pregnancy. According to American Heart Association News, for
every 100,000 live births, 37 Black women died during their pregnancy, compared to 12
Hispanic women and 15 white women, and these statistics have more than likely only worsened
with the rise of the COVID-19 pandemic in the United States. There are no biological differences
between Black women and non-Black women, so why is the maternal health of Black women so
much worse than that of non-Black women? The only explanation for this gap in proper
healthcare is implicit bias in the American healthcare system (Fernandez, 2021).

The Myth Surrounding Black Women and Pain
“When Black women and men complain about pain, a lot of the time doctors don’t believe them.
Doctors won’t test them for a lot of issues because they believe Black women don’t feel pain, and
a lot of Black women have serious health issues that doctors just dismiss as a weight issue.” Vicki Carter, my grandmother
Some medical professionals claim that in medical school, they were taught that Black
women have a higher pain tolerance than most people, and that is why they typically dismiss the
pleas of Black women when they are in pain (Swetlitz, 2016). This sentiment is racist in itself,
but it also doesn’t make any sense in terms of medical treatment. If Black women truly had a
higher pain tolerance, wouldn’t doctors be alarmed that a Black woman came to get treated for
this pain? Wouldn’t a doctor who believed this statement think that their Black patient must
actually be in a lot of pain because they are seeking medical attention? The myth of Black
women having a high pain tolerance is just an excuse for doctors to deflect their own racial bias.
This myth is also a direct product of chattel slavery, as slave masters often made this
fraudulent claim to justify their own brutality toward enslaved people. J. Marion Sums, a man
who is often hailed as the father of modern gynecology, experimented on enslaved black women
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for years (Domonoske, 2018). In an article titled “‘Father of Gynecology,’ Who Experimented
on Slaves, No Longer On Pedestal in NYC,” author Camila Domonoske states that Sims
conducted surgeries on a multiplicity of Black women, and conducted surgeries on a Black
woman named Anarcha over thirty times. Doctors repeatedly dismiss the pain of Black women
because the world of medicine has cultivated a culture that ignores valid concerns brought up by
Black women because of their race (Jackson, 2010). Black women’s health and lives have never
been a priority in the world of medicine, and with the direction that the United States healthcare
system is going, they never will be (Jackson, 2010). A study conducted by Ike Swetlitz in 2016
describes this phenomenon:
In a survey of 222 white medical students and residents, about half endorsed false beliefs
about biological differences between blacks and whites. And those who did also
perceived blacks as feeling less pain than whites, and were more likely to suggest
inappropriate medical treatment for black patients, according to the paper published in
the Proceedings of the National Academy of Sciences. There were many false beliefs
espoused all around. But for white respondents specifically, those false beliefs correlated
with their belief that blacks feel less pain, on average. What’s more, those medical
students and residents with a higher than average level of false beliefs gave less accurate
advice 15 percent of the time.
Consequently, this rhetoric about Black people and their inability to feel pain is still
lingering around in the world of medicine today. In a conversation with my grandmother, she
distinctly recalled a time when she felt her doctor was treating her as if she were incapable of
being hurt:
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My grandmother had trouble describing the way she felt during this moment, but she knew that
she was in danger.
From the moment her dentist, a short, middle aged white man, entered the room, she felt on edge.
The dentist had all of the weapons: the probe, the syringe, the drill, and the extraction forceps.
She had nothing but the dread that was pooling in her stomach, becoming wide enough to swallow
her whole.
The dentist confirmed with her that she was getting a tooth pulled today, and he began his work.
He didn’t hesitate to pull the tooth out, and when it wouldn’t budge, he created a physical battle
between himself and the tooth, completely disregarding the helpless woman, my grandmother, who
lay right below him.
The dentist became rough, putting nearly all of his body weight on my grandmother to get better
access to the tooth. He leaned over her face and rested his elbow on top of her eyeball. She yelped
out in pain, but he didn’t give way. From her free eye, she watched his arm quiver and shake as
he applied more pressure. She feared that if he stayed on top of her for much longer, he would end
up breaking her jaw.
A few minutes later, the tooth finally came out. My grandmother felt disrespected and violated
because of his actions. She felt as if she were collateral damage in a violent war between a man
and a bothersome tooth. She never went back to his practice again.
According to New York Times Magazine, doctors are using the same rhetoric that people
used during the 19th century to justify their enslavement of African Americans. In the article,
Linda Villarosa discusses America’s racist history of experimenting on the Black body. She
presents the example of the work of Dr. Thomas Hamilton, a man who believed that there were
many physiological differences between white and Black people and tried to prove this by
cutting into the skin of John Brown to see how deep his skin went. The people who supported
and upheld the system of American slavery also believed that Black people had high pain
tolerance. According to Villarosa, the work of doctors like Hamilton is still studied and reviewed
in medicine today, despite its racist origins and its falsehoods about Black people and pain.
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Modern medicine still harbors much of its racist past in rhetoric and practice and the
perpetuation of stereotypes surrounding Black people, illustrating that medicine hasn’t advanced
as much as we would and should have expected. Many people believe that African Americans
have thicker skin than all other races, and that they are capable of surviving whatever society
throws at them and that they are capable of surviving whatever society throws at them. This
certainly appeared to be the case with my grandmother, whose dentist clearly disregarded her
pain - and even her humanity - as he focused solely on pulling her tooth as if it was a piece of
machinery that wasn’t performing well anymore. Medical professionals appear still to cling to
this idea that Black people are less than human and have a higher threshold for pain, an idea that
took form during the era of American slavery. As mentioned above, the medical community has
a history of exploiting black people, and we have never truly moved beyond the trauma of the
19th century.

The Intersection of Race and Socioeconomic Status in Healthcare
There is much to be said about the intersection of socioeconomic status and race when
Black women are seeking healthcare. Black women, whether poor or affluent, experience racism
when seeking healthcare, but their experiences are very different based on the amount of money
they have. Other factors, like whether they have private health insurance or participate in
federally funded programs that help lower-income people get access to healthcare also determine
the degree of medical racism that Black women experience. The relationship between a Black
woman’s income level, social status, and health status needs to be examined through an
intersectional lens. Such is the case with one of my family members whom I’ll call Ann. I didn’t
know her very well, but her story illustrates how negligent care, when combined with stereotypes
about Black people and crimes or drugs, can result in tragedy.
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Ann was being pulled over for a traffic violation. She knew she had to make an expeditious decision
as she watched the red and blue lights flash behind her in the rear-view mirror. She was already
a convicted felon for drug trafficking, and if they found the drugs she had on her person, they
would send her back, who knows for how long.
“Pull over,” the cop said over the PA system.
Ignoring her scattered thoughts, she began swallowing the pills and turned her blinker on to stop
on the side of the road. The pills took much longer to go down her throat than she thought they
would, some getting caught in her throat and making it harder to breathe.
Although no one was with Ann when this happened, I can imagine her fear as she saw the police
officer approach in her side mirror. I can imagine how it felt to have those pills stuck in her dry
throat, unable to answer his questions. I can imagine the dread that she felt in this moment, and
the desperation she felt when she realized it was either swallow these pills, or go back to prison.
The officer deduced that she had swallowed pills and called an ambulance to take her to the
emergency room. What neither of them knew was that the pills she ingested were lethal and would
cost her her life.
According to hospital policy, Ann should have been admitted for 24-hour observation. She
should’ve had her stomach pumped. She should have been given closer attention.
Instead, she was evaluated in the emergency room and sent home, even though the hospital staff
had been informed that she had swallowed potentially harmful drugs, drugs that would end up
being her cause of death.
I’ll never know exactly what happened in that hospital, and neither will my family. I
didn’t know Ann very well either, but I do know that she didn’t deserve to be met with that fate.

But I also know that to other people, Ann was probably just another Black woman with a
criminal history, and I’m willing to bet that’s all the hospital saw -- someone who deserved
whatever punishment those pills were going to give her.
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According to the American Psychological Association, socioeconomic status affects
every aspect of a human being’s life, but it especially affects one’s physical and mental
wellbeing (2017). As demonstrated in Ann’s story, an individual’s social status can and typically
does impact the standard of care they receive. People who have a lower socioeconomic status,
which mainly consists of having little or no education, having a criminal record, or being
impoverished, generally have fewer opportunities for good healthcare (APA, 2017).
Geographical placement is another indicator of socioeconomic status, as Black people in rural
areas have a harder time receiving healthcare. All of these factors disproportionately affect
African American communities, and this makes it all the more difficult for them to achieve social
mobility, even in the world of healthcare. Some medical professionals treat all Black women
poorly, regardless of socioeconomic status. However, a poor Black woman is not likely to be
treated the same as a wealthy Black woman. An educated Black woman will not be treated the
same as an uneducated Black woman. A Black woman convicted of a felony will not be treated
the same way as a Black woman with no criminal history. A Black woman who appears to be
unhealthy, or fat, will not be treated the same way as a Black woman who appears to be healthy,
or thin (Jackson, 2010). All of these elements of our identity affect the ways that people, and
doctors, treat us. Some of us have more privileges than others, and even though we are fighting
the same fight, it is important to acknowledge that some have to fight much harder than others.
As well, there is a connection between the identity of the healthcare provider and the
instances of bias. This is why our country needs to have better representation of Black people in
the medical profession. African Americans should be able to access Black doctors when they
want to, but this is not feasible because there are so few Black doctors within this field. As stated
in the article “Why we need more black doctors” by Williams and Mullan, “black people need
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far greater access to culturally connected physicians who understand their lives and their
challenges as much as their clinical needs.”

Distrust of Medical Professionals
“I don’t trust them. I haven’t trusted them for a while because of that situation. If you can’t help
people, if you don’t want to help all people, then you need to find another job.”
- Jackie
Because of the historical abuse against Black bodies by medical professionals, Black
people have developed an unwavering distrust of the healthcare system, and rightfully so. In the
article “Understanding African Americans’ Views of the Trustworthiness of Physicians,” the
authors show that Black people’s distrust of doctors is a direct consequence of medical injustices
committed against Black people, like those in the Tuskegee Study (an experiment conducted on
black men to study the natural progression of untreated syphilis). The authors make clear the
significance of distrust when Black people seek medical care. The relationship between the two
impacts how Black people feel when they are being treated, and how they rate their quality of
care (Jacobs, 2006). In the 2006 study, the authors present findings of a focus group of African
Americans and conclude that trust and distrust are determined by the interpersonal and technical
competence that a physician has, along with other factors, and these factors dictate whether a
physician is deemed as trustworthy or untrustworthy (Ferrans, 2006).
Most African Americans are painfully aware of how medicine has advanced due to the
experimentation on Black bodies. They know that for hundreds of years, Black people were test
subjects for medical professionals who committed atrocious acts to their bodies for the ostensible
purpose of changing the world of medicine (Rolle, 2006). Because of this history of medical
injustices, it is the physician’s responsibility to go out of their way to make their Black patients
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feel safe. Some Black people have a distrust of doctors before they even schedule an
appointment, and this distrust already has them apprehensive about the care they are about to
receive. Doctors need to develop strong interpersonal communication skills to make their Black
patients feel seen and heard. Of the sixty-six African American participants in the study,
“Understanding African Americans’ Views of the Trustworthiness of Physicians” (2006), most
stated that they were more inclined to trust a doctor that was interpersonally competent, meaning
that the doctor can examine their patients' verbal and nonverbal cues to assess how to properly
treat them. A doctor who has interpersonal competence possesses empathy, listens well, and has
an up-to-par bedside manner (Warnecke, 2006). A doctor who isn’t interpersonally competent is
likely to garner distrust from their Black patients. Physicians who don’t listen to their patients,
who don’t talk to their patients, who just write prescriptions without even properly examining
their patients, and who are interpersonally incompetent are a part of the problem of racial
disparities we see every day in the healthcare system.
In an interview I conducted with a young Black woman, she explained why she began to
distrust doctors and avoided getting medical care. Jackie, as I’ll call her, was even a nursing
student - someone who knew a bit about how medical professionals were supposed to handle
patients complaining about pain. But when she experienced doctors and nurses denying her pain
over and over again, she became convinced there was something wrong with her - some innate
characteristic that would cause doctors to dismiss what she was going through. That
characteristic, she determined, was the brown hue of her skin:
One day, Jackie woke up unable to breathe properly. She knew something was wrong, so she had
her friend drive her to the emergency room. She spoke with the person at the front desk and
expressed that she could barely breathe. The employee told Jackie to wait in the waiting room and
someone would be out with her shortly. She sat by herself in the empty room for what felt like eons
as she struggled to breathe. Finally, a nurse came and got her. Still having difficulty breathing,
she asked the nurse a simple question that garnered an indecorous response.
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“When we get into the room, is it okay if I pull my mask below my nose? I’m really having trouble
breathing and this mask isn’t helping.”
“Ugh,” the nurse sputtered at her. “No, you may not.”
Defeated, and unable to breathe, she solemnly followed the nurse, a young white woman with a
dull aura, into the pale white room. She felt exhausted. She felt as if her voice wasn’t being heard.
But worst of all, she felt more alone than she had ever felt before.
She sat in the chair and closed her eyes. After a few minutes, a group of nurses in training entered
the room and said nothing. She watched them as they began to prepare to draw her blood.
The young woman felt her insides churn as the lead nurse stabbed her thirteen times with the
needle, trying to find a vein. On the fourteenth try, the lead nurse found a vein. Blood didn’t come
coursing through the needle. Jackie knew from her training that something had gone wrong. This
was it, she thought. This moment would be one of her last moments alive.
Panic washed over the nurse’s face as she removed the needle once more. She allowed everyone
in the room to take turns, trying to find a good vein. Over and over the needle went in, found
nothing, and came right back out. The team of nurses even called an EMT in to help them do a
seemingly simple task. When the EMT tried and failed to stick the needle in her neck instead of her
forearm, she was even more sure that she would end up leaving this hospital in a body bag.
After what felt like hours of being poked and prodded with a needle, the nurses were finally able
to draw blood and told her that her blood count was low. They proceeded to give her two pints of
blood that were over three months old. She knew that this expired blood couldn’t have been good
for her, but she had had enough and wanted nothing more than to go home. Without saying a
breath of a word, she was discharged and sent home, feeling the same way that she did when she
first walked in.
Another infamous example of medical professionals mistreating Black people is
demonstrated in the life of Henrietta Lacks. Henrietta Lacks, born August 1, 1920 in Roanoke,
Virginia was a Black woman whose cancer cells were used for research in 1951 without her
consent. Lacks suffered from an aggressive form of cervical cancer and went to Johns Hopkins
Hospital in Baltimore, Maryland, for treatment. On October 4, 1951, Lacks died of terminal
uremia. A few months prior to her death, doctors at Johns Hopkins took samples of Lacks’
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cancerous cells without her consent and gave them to a researcher who discovered that her cells
were immortal. This researcher shared this great discovery with other scientists, and these cells,
now coined HeLa cells, have been used for many advancements in medicine. According to the
Editorial Board at Nature, HeLa cells “became a workhorse of biological research...today, work
done with HeLa cells underpins much of modern medicine; they have been involved in key
discoveries in many fields, including cancer, immunology and infectious disease. One of their
most recent applications has been in research for vaccines against COVID-19 (Nature Publishing
Group, 2020).”
The life and death of Henrietta Lacks is an example of the one of many injustices the
United States has committed against Black women. People became more aware of Lacks’ life
and death following the publication of Rebecca Skloot’s book “The Immortal Life of Henrietta
Lacks.” Lacks was a sick Black woman who went to one of the very few hospitals in her area
that actually provided medical care to Black people. Lacks’ family did not see any of the profit
from HeLa cells until 2020, even though the medical professionals that use HeLa cells have
earned profits off of the Lacks family’s loved one’s cells. Medical professionals released
sensitive information about Henrietta Lacks, including her medical records and her cells’
genome, all without her or her family’s consent (Nature, 2020). Black women are expected to
give up so many parts of themselves by society, many times without their consent, and always
seem to get nothing but mistreatment in return. The medical world has to change, and it has to
change now.

Call to Action
Several approaches can be taken to help reduce the health disparities between Black
women and non-Black women. According to the article “5 Ways the Health-Care System Can

20
Stop Amplifying Racism,” written by Ezekiel Emanuel and Risa Lavizzo-Mourey, the healthcare
system can stop creating more health disparities in the future:
The health-care system, by one estimate, is responsible for only about 10 to 15 percent of
preventable mortality in the United States. Socioeconomic factors, such as housing, food,
and education, have a greater overall impact. Policies that effectively address these
factors will be required to significantly reduce disparities in health outcomes for Black
and Latino people. Nevertheless, many choices that health-care professionals commonly
make—such as not accepting Medicaid patients, having fewer staff members at facilities
in minority neighborhoods, and blaming patients for not taking their medicine and for
poor overall outcomes—perpetuate disparities and even amplify them. These health gaps
are not immutable. Concrete changes to public policy, industry practices, and medical
education could turn the health-care system into a force for greater equality.
Thus, it is possible for the healthcare system in the United States to change. A shift in public
policy, one that is mandated by the federal government for all states, with no option to opt out,
could give millions of people more access to healthcare. As stated in the article, the Affordable
Care Act allowed more Americans to be eligible for Medicaid (Emanuel, 2020). However, this
doesn’t have much value when states are allowed to opt-out. Secondly, many doctors choose not
to see Medicaid patients because they earn less money for Medicaid patients than for patients
with private insurance or Medicare. If Medicaid paid more money to medical professionals for
their work, they would be more inclined to see Medicaid patients. Thirdly, hospitals must create
community outreach programs that target and help Black communities. If hospitals have
programs that help Black communities, there will be a decrease in admissions and emergency
room visits by Black people because they will have already gotten the medical attention they
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need with the implementation of these programs. The healthcare system would also benefit from
having more Black female physicians and administrators to help serve Black patients (LavizzoMourey, 2020). To accomplish this, there needs to be more scholarships and fellowships for
Black students who are interested in entering the medical field. Lastly, the curriculum for
medical students needs to be changed so that it adequately addresses implicit bias and makes
students aware of the United States’ history of racism in the healthcare system. Medical
professionals need to hold each other accountable for their implicit bias against patients, and
medical students need to be taught early that racist behavior, whether intentional or not, will not
be tolerated. These are a few of many solutions to remedy the injustices that the healthcare
system has taken against black women, but it is time to start making these changes. Black
women’s lives are on the line, and it is long overdue that America fixes this problem.
The role of education, both for medical professionals and the broader public, is also
something that should be examined when attempting to create racial equity in healthcare.
Healthcare providers should be made aware of the health disparities that Black women face and
they need to be taught strategies on how to avoid them. As stated by Nesbitt and Palomarez in
their 2021 article, “Increasing Awareness and Education on Health Disparities for Health Care
Providers,” medical professionals also need to be aware of the factors that “set the stage for
health disparities to occur.” Likewise, the broader public can benefit from being made aware of
these health disparities. A lack of awareness can only contribute to the problem. Importantly, the
process of eliminating racial disparities in healthcare needs to start now.
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Conclusion
The healthcare system is ignoring, and in some cases, killing Black women due to barriers to
proper medical care. Black Americans have been witnessing the abuse of Black women at the
hands of medical professionals for more than two centuries now, and no one is doing enough
about it. Many medical professionals ignore the concerns of Black women about their health
because they have an implicit bias, but that does not excuse their racist rhetoric that assumes that
they don’t feel pain. This bias is negatively impacting the quality of healthcare that these women
are receiving. Black women are growing more and more untrusting of doctors because doctors
refuse to listen to them when they are in pain. There is evidence of medical professionals
deliberately mistreating them, and the unique health disparities that they face need to be
addressed at a national level by healthcare professionals. Generations of Black women have
experienced being treated poorly by the people who took an oath to do no harm. This abuse of
Black women by the healthcare system needs to be addressed by healthcare providers, and
providers need to be held accountable for racism. Reducing racial healthcare disparities cannot
take centuries. There is a lot of damage that has to be undone, but it is not impossible. An effort
to make healthcare change for the better is the least that the healthcare system can do for Black
women, because they have done so much more for it, without even having a choice.
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